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Rates of suicide among veterans of Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF) rose
significantly from 2005 to 2007, adding to existing concerns about veteran suicide risk by the Department of Veterans
Affairs. This paper summarizes the available data about risk and rates of suicide in veterans, including the choice of
appropriate comparison groups and the identification of risk factors. The data suggest that taking into account the
selection bias of who enters the military (known as the healthy soldier effect), rates of suicide in veterans are higher
than expected, especially among activity duty OEF/OIF veterans and even more so among those who experienced
injuries and trauma. Thus, the experiences of war and the downstream sequelae, in particular the individuals’
psychological reactions and societal responses, lead to suicide risk. This paper describes the VA’s response to these
data in developing and implementing suicide prevention interventions.
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Introduction

In January 2010, the Department of Veterans Af-
fairs (VA) released new data indicating that the rate
of suicide among United States military veterans had
increased by 26% between 2005 and 2007. The VA
estimated that in 2005, the suicide rate per 100,000
veterans among men ages 18–29 was 44.99, but
jumped to 56.77 in 2007. “Of the more than 30,000
suicides in this country each year, fully 20 percent
of them are acts by veterans,’’ said VA Secretary Eric
Shinseki at a VA-sponsored suicide prevention con-
ference. “That means on average 18 veterans commit
suicide each day. Five of those veterans are under our
care at VA.”1,2 The new data were consistent with
a heightened awareness of the VA of the high risk
for suicide in veterans, as evidenced by the then-
Secretary of Veterans Affairs, James B. Peak, M.D.,
convening in 2008 a Blue Ribbon Work Group on
Suicide Prevention in the Veteran Population. The
Report of the Blue Ribbon Work Group addressed
the needs of the full population of veterans, across
the age span, and included not only those who use
the health and mental health services provided by
the Veterans Health Administration (VHA) but also

those who do not use or are eligible for using the
services.3

The purpose of this paper is to consider this issue
more closely by examining the evidence based on
veteran suicide risk, identifying factors associated
with any increased risk, and describing the kinds
of suicide prevention interventions that are being
implemented in response to this need.

Assessing veterans’ increased suicide risk

The veteran population is a large and heterogeneous
group. The 5.5 million veterans served annually by
the VHA represent only 23% of the total veteran
population. The full population of veterans includes
men and women who served during World War II,
the Korean War, the Vietnam War, the Gulf War,
Operation Enduring Freedom, and Operation Iraqi
Freedom (OEF/OIF). Thus, the individuals served
by the VA encompass a wide age range. Their mil-
itary experience varies widely, and with only some
veterans having seen active combat. Thus, the ques-
tion “Do veterans have an increased risk of sui-
cide?” then, includes “which veterans?” and “com-
pared to whom?” These comparisons are useful to
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prevention efforts in identifying both highest risk
groups and potentially modifiable risk factors for
suicide.

This type of comparison faces several method-
ological challenges. One is known as the “Healthy
Soldier Effect”: factors that are generally known to
increase suicide risk (e.g., poor physical health) are
also those that keep individuals out of the mil-
itary. A true comparison needs to take into ac-
count such selection biases and any other charac-
teristics that differentiate the military from others
in the general population.4 Similarly, we need to
classify the period of risk (e.g., within a set num-
ber of years since military discharge or at any given
time) and age. In the general population, the two
age groups with highest suicide risk are adults ages
20–24 (12.5 suicides/year/100,000) and 65 and over
(14.2 suicides/year/100,000) with the very highest
rates among non-Hispanic white men age 85 and
older (48 suicides/year/100,000).5 Another method-
ological problem is that deaths by suicide are not
always classified as such on death certificates, ei-
ther because of uncertainties that suicide caused
the death or because the cause of death is misre-
ported.6 Finally, published analyses of suicide risk
among veterans have varied in their approach (an-
alytic strategies, etc.) and data sources. With these
issues in mind, the following paragraphs summarize
the data overall as well as by veteran group.

All veterans
Kaplan et al. analyzed data from a representative
sample (the National Health Interview Survey 1986–
1994) matched to the National Death Index through
1997.7 Veteran status was determined by self-report.
Using survival analyses that controlled for sociode-
mographic variables as well as self-rated health and
use of physician services, they estimated that veter-
ans had a statistically significant 2.3 increased risk of
dying by suicide compared to the rest of the popu-
lation. In contrast, veterans had no higher risk than
others of dying by natural causes. Among all men
who died by suicide, veterans were disproportion-
ally white, >65 years old, and died by firearms.7

Veterans of the Vietnam War Era
Kang and Bullman’s 2009 review of the literature
identified three studies that compared suicide deaths
of Vietnam Era veterans to the general popula-
tion using standardized mortality ratios (SMR).8

None of the three studies reported an increased risk

of suicide for Vietnam veterans. However, among
Vietnam veterans, other studies have identified sub-
groups with an increased relative risk (RR) of sui-
cide.9,10 Veterans who were deployed to Vietnam
had a 1.76 increased risk of suicide compared to
other veterans of the same era. Several aspects of the
war experience were associated with an increased
risk of suicide, including experiencing a diagnosis of
posttraumatic stress disorder (PTSD; SMR = 6.74,
95% confidence 4.40–9.87), having been hospital-
ized for a combat wound (SMR = 1.22, 1.00–1.46),
and experiencing two or more wounds (SMR =
12.58, 1.06–0.146).

Veterans of the Gulf War Era
Kang and Bullman’s review identified one study that
compared suicide deaths of Gulf War Era veterans to
the general population using SMR and again found
no increased risk for suicide.8 A study comparing
veterans who were deployed to the Gulf War the-
ater compared to other veterans from the same era
also found no increased risk of all-cause mortality
(RR = 1.03, 0.92–1.15) but did find a small but
significant increased risk of mortality from external
causes (RR = 1.19, 1.02–1.39). Much of this risk
was accounted for by transportation-related deaths
(RR = 1.44, 1.13–1.84), such as car accidents, where
suicidality may or may not have contributed to risky
or fatal behavior.

Veterans of OEF/OIF
The data are more complete for veterans from this
most recent era. Table 1 summarizes an analysis re-
ported by Kang and Bullman using data from the
Defense Manpower Data Center matched to the Na-
tional Death Index for deaths though 2005.11 These
data indicate that OEF/OIF veterans have signif-
icantly lower risk of all-cause mortality than the
general population adjusted for age, race, sex, and
year of death (SMR = 0.56, 0.52–0.60). These find-
ings are consistent with the “Healthy Soldier Effect”
in that, on average, individuals who enter the mili-
tary will be in better physical and mental health than
the rest of the population and, therefore, at lower
risk of all-cause mortality.

In contrast, the total group of OEF/OIF veterans
are at equal risk for suicide compared to the gen-
eral population (SMR = 1.15, 0.97–1.35) suggest-
ing that the “Healthy Soldier Effect” does not pro-
tect OEF/OIF veterans from suicide. These findings
varied little by military service branch. The risk of
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Table 1.Suicide among OEF/OIF veterans identified by defense manpower data center; deaths by NDI through 200511

Rate per 100,000 Standardized

Cause of death Subgroup of veterans No. at risk person years mortality ratio (95% CI)

All causes All 490,346 124.5 0.56 (0.52–0.60)

Suicide All 490,346 21.9 1.15 (0.97–1.35)

Active duty 212,664 24.7 1.33 (1.03–1.69)

VA pts w/mental disorder 35,554 31.0 1.77 (1.01–2.97)

NDI, National Death Index.

suicide is actually 33% greater than the general pop-
ulation for active duty OEF/OIF veterans (SMR =
1.33, 1.03–1.69). And among OEF/OIF veterans
who had received a mental disorder diagnosis in
the VA in patient or outpatient records, the risk of
suicide was even greater (SMR = 1.77, 1.01–2.97).

The conclusion from these data form the question
of whether veterans are at greater risk for suicide.
The first key finding listed in the Report of the Blue
Ribbon Panel Work Group in Suicide Prevention in
the Veteran Population was the conflicting and in-
consistent reporting of veteran suicide rates across
various studies, with the recommendation that the
VA work with other federal agencies to establish
a consistent approach of collecting, analyzing, and
reporting suicide attempts in veterans.3 The incon-
sistencies across the different reports reflect, in part,
their differing levels of capacity to take into account
selection bias, that is, the factors that differentiate
individuals who enter the military from those who
do not. With that caveat, the data reported above,
using different sources of data and analytic strate-
gies, suggest that veterans do have a higher risk for
suicide than comparable subgroups of the general
population. Because the military screens for healthy
individuals, the overall mortality risk is generally
lower for veterans than nonveterans. The fact that
veterans have equal or higher suicide risk than the
general population indicates that aspects of the mil-
itary or postmilitary experience may be a potent risk
factor for death by suicide.

The risk of suicide is not shared equally among
all veterans. Among all groups of veterans, rates
are highest in the oldest age groups as is consis-
tent with data on suicide risk in the United States
generally. But relative to nonveteran counterparts,
suicide rates are particularly high for OEF/OIF vet-
erans. The data reported here and elsewhere point to
several factors that may contribute to the veteran’s

elevated suicide risk and/or define high-risk groups.
Some relate to the military experience, such as an
increased risk associated with prolonged combat or
injury.1–3,9–11 The likelihood of surviving the mil-
itary with a traumatic brain injury (TBI) may be
greater for OEF/OIF veterans than those of earlier
eras; clinical observations of high levels of suicide
ideation among veterans with TBI suggest that TBI
may elevate the risk of suicide.12–14

The high risk of suicide among veterans can
also be attributed, in part, to experiences occurring
“downstream” from a veteran’s time in the mili-
tary. To the extent that known risk factors for sui-
cide occur more frequently in veterans than non-
veterans, rates of suicide will also be higher. In
these cases, the experience in the military may be
a distal risk factor for suicide because it leads to
a more proximal risk factor. The most salient ex-
amples are psychiatric conditions, such as depres-
sion and PTSD. Both conditions are disproportion-
ally prevalent in veterans and both greatly increase
the risk of suicide in veterans and others.15,16 An-
other example is the availability and knowledge of
fire arms, which is associated with both a history
in the military and completed suicides.15 Evidence
also suggests that OEF/OIF veterans may be less
likely to have the social and psychological resources
that serve as protective factors for individuals who
may otherwise be a risk for suicide. The specific
examples from recent literature include lacking a
sense of purpose and control as well as lacking social
supports.15,16

Interventions to decrease veterans’
suicide risk

The data quantifying rates of suicide in veteran
populations have heighted concerns of both the
public and the VA. The most visible response has
been enhancements to its infrastructure to support
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suicide research and prevention activities. Examples
include adding Suicide Prevention Coordinators at
VA facilities, increasing the number of mental health
professionals across VA settings, funding a Mental
Health Center of Excellence in Canandaigua, NY, fo-
cused in suicide intervention development and the
VA Research Center in Denver focused on clinical
and neurobiological suicide risk factors research.

Suicide prevention interventions designed for
veterans span the Institute of Medicine’s (IOM)
1994 categories.17 These include universal interven-
tions designed for everyone in a defined population
regardless of their risk for suicide, such as a health
care system, a county, or a school district; selective
interventions designed for subgroups at increased
risk, due to age, gender, ethnicity, or family history
of suicide; and indicated interventions designed for
individuals who have a risk factor that puts them
at very high risk. The National Strategy for Suicide
Prevention describes biopsychosocial, environmen-
tal, and sociocultural interventions that fit each of
these categories.18

The data on risks factors for suicide within the
veteran population have been useful for developing
suicide prevention strategies. From a public health
perspective, the ideal target for suicide prevention is
a risk factor that is strongly association with suici-
dal outcome, has a high prevalence, and is change-
able. Targeting risk factors that significantly but only
weakly associated with suicidal outcomes will, by
itself, not substantially reduce suicide risk. Target-
ing risk factors that are rare or occur infrequently
may have a big effect on the subgroup experienc-
ing the risk factor but will not reduce the overall
population’s risk. Trying to modify inflexible or un-
changeable risk factors is unlikely to affect either
individual-level or population-level risk. Such un-
modifiable risk factors (e.g., past events, such as
combat duty, injury) are useful, however, for iden-
tifying subpopulations to target for Indicated or Se-
lective Interventions. Often these factors are events
that occurred in the past (i.e., distal risk factors,
such as traumatic injury) that lead to or increase
the likelihood of more proximal and modifiable risk
factors (e.g., depression). The following paragraphs
described recent and ongoing suicide prevention in-
terventions implemented by the VA for each of the
IOM categories.

Under the umbrella of Universal Prevention in-
clude education and outreach, screening, and gate-

keeper programs. The VA has enhanced suicide out-
reach in for its deployment and reintegration points
for OEF/OIF soldiers and at the VA health facili-
ties serving veterans from all eras. The Suicide Pre-
vention page on the United States Department of
Veterans Affairs website, provides education about
suicide warning signs, internet links resources,
downloadable brochures and information sheets,
and direct access to suicide hotlines.19

Another Universal Prevention intervention is
screening, both for proximal risk factors (e.g., PTSD
and depression) or, more selectively, for individuals
identified at high risk because of having experienced
a serious injury or another factors. Gatekeepers are
individuals who are not clinically trained but have
jobs that put them into routine contact with veter-
ans. Gatekeeper programs educate such individuals
to notice veterans who are demonstrating signs and
signals of suicide risk.20 The program trains gate-
keepers in how to make effective referrals to mental
health specialists.

Selective prevention targets veterans with known
risk factors for suicide. Individuals with only un-
modifiable risk factors may be monitored more
closely than other veterans. The modifiable risk fac-
tors most commonly targeted are PTSD, depression,
and other mental health disorders associated with
the risk of suicide. Interventions designed to im-
prove the care and outcomes of mental health dis-
orders apply not only to OEF/OIF veterans but also
veterans of all eras including the oldest age veterans
who are in the demographic subgroup of the general
population whose rate of suicide is the highest. In-
terventions to reduce the symptoms and outcomes
of mental disorders include access to evidence-based
psychiatric treatments21–24 as well as evidence-based
services delivery models. For example, the VHA sup-
ports several primary care models of mental health
care, including co-location of mental health profes-
sionals into primary care clinics25,26 and collabora-
tive care models including the use of depression care
managers in primary care.27

Indicated prevention interventions target individ-
uals who have expressed suicidal thoughts and be-
haviors. The interventions are therefore focused
specifically on suicide and not just proximal risk
factors. At the system level, interventions include
training clinicians in high suicide risk management
and supporting suicide crisis lines for veterans. At
the patient level, interventions include intensive
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monitoring and safety plans for such high-risk pa-
tients and evidenced-based pharmacotherapy and
psychotherapy treatments for suicidal risk.28–30

As of this writing, many of the suicide preven-
tion interventions are newly implemented by the
VA or recently enhanced. It is therefore too early
to know if they have been effective. As war and the
influx of newly discharged OEF/OIF veterans is ex-
pected to persist, the need for suicide prevention
interventions will continue for years to come. Most
modifiable and proximal risk factors for suicide are
themselves serious problems. So whether or not they
reduce suicide rates, the interventions designed to
reduce suicide risk factors, such as depression and
PTSD, have value in-and-of themselves. Although
such interventions are relevant to the general pop-
ulation and not only veterans, the VHA is the na-
tion’s largest health care provider and its huge infras-
tructure makes in uniquely equipped to implement
system-wide interventions effectively. Nonetheless,
the VHA services reach on a fraction of veterans.
The Blue Ribbon Work Group was charged with
addressing the needs of the full population of vet-
erans, across the age span and including not only
those who use the VA’s health care services but it is
not clear whether and how the suicide prevention
interventions introduced by the VA will reach this
broader population.3

Several barriers challenge effective implementa-
tion of these interventions. A major concern is con-
fidentiality and the worry among veterans of being
stigmatized or experiencing other negative conse-
quences for future military participation or other
activities if identified as being “high risk” for sui-
cide.31 The Blue Ribbon Panel noted that despite
VHA efforts to maintain privacy, many OIF/OEF
services members who are treated at VHA facili-
ties have concerns about confidentiality. Their re-
port recommended more educational programs to
let potential clients/patients who might use these
services know about level of confidentiality, espe-
cially those in the Reserve and Guard who would
fear that their VHA use might affect future service.3

Another potential barrier to effective implemen-
tation is common to all screening interventions
where follow-through mechanisms need to be in
place to ensure that individuals who screen pos-
itive for suicide risk receive subsequent care. Al-
though this challenge can be addressed structurally,
an additional barrier is that clinicians and staff are

often resistant to being trained and held respon-
sible for suicide-risk assessment and management.
The VHA has implemented special training inter-
ventions to address this concern.32 Finally, the Blue
Ribbon Panel also noted that while the VA has fo-
cused on identifying high-risk veterans, a mecha-
nism is needed that will change or drop the label of
“high risk” for patients who have been successfully
treated or otherwise improves overtime.3 Otherwise
veterans may be stuck with the high-risk label and
its unforeseen consequences.

Conclusion

Any suicide is an unnecessary tragedy. The pub-
lic media’s concerns about reported suicides among
OIF/OEF soldiers and veterans are therefore war-
ranted whether or not the risk of suicide among
veterans is higher than nonveterans. But the data
reviewed in this paper suggest that the rates of sui-
cide in veterans are indeed higher than would be
expected. The military recruits and trains individu-
als in good physical and mental health. Consistent
with this “selection bias,” veterans have, on aver-
age, lower all-cause mortality rates when compared
to their demographic counterparts. But their good
physical and mental health upon entering the mili-
tary does not provide this same level of protection
from suicide mortality. Indeed, some veterans, espe-
cially activity duty veterans and even more so those
who experience injuries and trauma, have dispro-
portionately high rates of suicide.

Understanding suicide risk among veterans is
helped with a life course perspective in which ex-
periences and events are viewed in relationship to
each other overtime. Thus it is not entering the mil-
itary or even being in the military that increases
the risk of suicide: it is the experiences of war and
their downstream sequelae. For example, military
service increases the risk of injury, which in turn in-
creases the risk of long-term disability, which serves
to increase the risk of depression, joblessness, and
social isolation—all of which together increase sui-
cide risk. Exposure to horrific events may lead to
PTSD, which also increases suicide risk. Each step
in this progression offers opportunities to change
an individual’s course, either through changing the
individual’s psychological reactions to war experi-
ences or changing how societal and social systems
respond to the needs of veterans.
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